I have indicated in my first lecture that by I954, stomal ulceration had followed in over 50 per cent. of the cases in which I had carried out a gastrojejunostomy for duodenal ulcer in I943. In such cases at the second operation, the duodenal ulcer, although often reported as active by the radiologist, is almost invariably healed and inactive, though sometimes stenosed. The only occasions on which I have found activity in the duodenal ulcer was when there was a gastro-colic fistula or stenosis of the gastro-jejunal stoma. The jejunal ulcer is usually on the jejunal side of the stoma, near the efferent loop, but is occasionally quite apart from the stoma and sometimes multiple. If an ulcer is seen on the gastric side and is not on the stoma, it almost invariably means that the patient has had a gastro-jejunostomy for, or in the presence of, a gastric ulcer. In such cases the jejunum is usually intact, but the gastric ulcer may remain active. I have on several occasions seen both an active gastric ulcer and a healthy gastrojejunostomy in the same field at gastroscopy.
After gastrectomy for gastric ulcer, stomal ulceration is of the greatest rarity. I had personally performed 690 gastrectomies for gastric ulcer before operating on the first case which subsequently developed a stomal ulcer, and in well over a thousand resected in our clinic, this remains the only known case. It was indeed an unusual one in that the gastric ulcer appeared in the prepyloric region on the greater curve side of the stomach.
The patient was a man of 45, who had taken aspirin daily for some years. Although the ulcer almost healed under a medical regime, we felt it wiser to resect it in view of its position, and ulcer symptoms recurred within a year. In the follow-up of 6i i of our gastrectomies for peptic ulcer by Mr group In a series of five cases of peptic oesophagitis dealt with in this way, three are satisfactory and two are improved (Fig. 25 a, b, c and d) . The gastrectomy followed by gastro-jejunal reconstruction should bc done. At times a small ulcer will be found in the specimen, or several small erosions. Even if some of the gastritic erosions remain in the fundus the bleeding will lessen because of the diminished blood supply to the fundus consequent on the gastrectomy. I have never found it necessary to do a total gastrectomy for a non-malignant bleeding gastric lesion.
Not infrequently it will be found at operation that bleeding from the ulcer is temporarily arrested. The problem arises as to whether in such an eventuality it is safe to leave a hazardouslooking duodenal ulcer in the hope that, cut off from the gastric chyme, bleeding would not recur and the ulcer would rapidly heal. Now I believe that this is a reasonable procedure to follow in most cases, though I was unfortunate on the only occasion that I followed it.
H. T., aged 60, was admitted to St. James' Hospital from a mental hospital, having had recurrent haematemesis and melaena for fourteen days. He had schizophrenia, a large bed-sore, and had attempted suicide. We operated because bleeding was repeated after transfer to us. A huge posterior penetrating duodenal ulcer involving the region of the bile ducts was found. The prepyloric region was opened and it was found that clear bile and no fresh blood came back from the duodenum, and so presumably the bleeding had ceased. After removing the antral mucosa, the sero-muscularis of the antrum was closed, and a partial gastrectomy performed. Following this he improved day by day, but on the eighth day, massive melaena recurred. I felt that the ulcer could hardly be active after this space of time and so we treated him conservatively thereafter. He died of repeated bleeding about a week later.
At autopsy, the ulcer indeed was found to have practically healed (Fig. 28) , the small unhealed part being entirely occupied by a ruptured aneurysm, the rupture of which had no doubt led to the repeated bleeding.
Another conservative method for bleeding pos- 
